There was an increase of at least 8% (95% confidence interval 6-6, 9-8) in the prevalence ofpsychiatric morbidity between the times of the two surveys and this difference persisted after adjustment for any changes in the sex, age, employment status, marital status, social class, and housing tenancy between the two samples. When the analysis was restricted to the Greater London respondents of the Health and Lifestyle Survey a larger increase in psychiatric morbidity was seen. Conclusions-It is likely that there was an increase in the prevalence of psychiatric morbidity in Great Britain between these two surveys. Psychiatric morbidity is a public health problem of some importance and the causes of this increase require further study.
There have been recent reports that the incidence of schizophrenia in Britain has been declining. 2 Ofmore importance to public health, however, are the minor or neurotic psychiatric disorders, mostly depression and anxiety. Though these conditions, which will be called psychiatric morbidity, are less disabling than schizophrenia for an individual, they are more common and probably lead to a greater burden of disability for the community as a whole. 3 4 Psychiatric morbidity is also associated with an increased likelihood of consulting a general practitioner .5 There have been suggestions that depression is increasing in the USA, particularly in younger people. 6 7 Much of this evidence, however, is based on retrospective accounts of previous depressive episodes and is therefore likely to be subject to recall bias as older people are less likely to recall depressive episodes earlier in life. Nor will examining treated rates of depression give an accurate estimate of the population incidence or prevalence, as few subjects with psychiatric morbidity reach specialist psychiatric services for treatment. 8 The most accurate method of determining whether the prevalence of psychiatric morbidity is changing is to conduct two or more cross sectional community surveys, in the same geographical area, and using the same assessment of psychiatric morbidity but separated by an interval of several years. Such repeated surveys are relatively uncommon.9 Hagnell et allo repeated a community survey conducted in the 1950s after a delay of 20 years and found that the incidence of depression had doubled during the interval. The researchers used clinical assessments and diagnoses, however, rather than the more standardised assessments that are now available. Murphy et al" used the Health Opinion Survey, a self administered questionnaire in two surveys (1952 and 1970) in Stirling County and did not find an increase in reported morbidity. A survey on a population based sample of the whole USA, using a similar assessment, found an increase in prevalence between 1957 and 1976, however, especially in men. 2 There is, of course, no reason to suppose that trends in the prevalence of psychiatric morbidity will be similar over different time periods or in different places. We are not aware of any investigation of this issue in Great Britain. In Great Britain two large population based surveys were conducted in 1977 and 1985 using the same standardised assessment of psychiatric morbidity, the General Health Questionnaire (GHQ items 7 ("been feeling on the whole you were doing things well") and 15 ("felt that you couldn't overcome your difficulties") are very slightly different from those of the 1978 version ("felt on the whole you were doing things well" and "felt you couldn't overcome your difficulties").
Those scoring 5 or more on the GHQ were classified as cases of psychiatric morbidity as this corresponds to the point at which a physician becomes concerned with someone's mental health. 14 The GHQ was designed to include questions asking about negative aspects of mental health (for example, have you recently felt that life is entirely hopeless?) and positive aspects of mental health (for example, have you recently been feeling hopeful about your own future?). For some analyses the GHQ results are presented as the negative and positive scale scores. 17 The GHQ negative scale was constructed by summing the "more than usual" items, as these are symptoms and therefore assess negative aspects of mental health. The negative items of the GHQ-30 are: 2, 3,14,15,16,18,19,21,22,23,24,25,28,29,30. The remainder were classified as positive items. The GHQ positive and negative scales were scored in the likert manner'3 as this is more appropriate when treating the scores as continuous variables.
Rose'8 has argued that most medical illnesses are best considered as continua, and this argument can also be applied to psychiatric morbidity. It was decided to present results as "cases" ofpsychiatric morbidity as there is no reason to expect that using psychiatric morbidity as a continuous variable would lead to different results. '9 The increase in scores on the GHQ were mostly due to an increase in the GHQ negative scale. There was a smaller increase in scores on the GHQ positive scale (table IV) . Adjusting the mean difference between the two samples for the effect of the sociodemographic variables did not change the estimates (table IV) .
Discussion
The results of the two surveys suggest that there was an increase in the prevalence of psychiatric morbidity of at least 8% in Greater London between 1977 and 1985 after adjustment for a number of demographic variables. The earlier survey was conducted only in West London but the Health and Lifestyle Survey collected data on a sample from the whole of Great Britain. Though no data were available from 1977 on respondents in the remainder of Great Britain, it is likely that the whole of Great Britain also showed an increase in the prevalence of psychiatric morbidity during this period.
Earlier reports based upon retrospective accounts of previous illness have suggested that the younger age groups had higher rates of depression.6 The data presented here do not show a similar pattem, and the increase in the prevalence of psychiatric morbidity seemed to be greater in the older age groups. The difference in these results could reflect the different localities of the studies, but may result from the fact that retrospective accounts of previous episodes of depression are prone to recall bias. 23 The response rate in the West London Survey was larger than that in the Health and Lifestyle Survey, though both surveys had a low response. There is some evidence that those with psychiatric morbidity are less likely to respond to surveys.24 25 This possible source of bias would therefore tend to increase the size of the difference in prevalence between the two surveys.
Two of the questions in the 1972 and 1978 versions of the GHQ were worded somewhat differently. In the West London Survey subjects An increase in the prevalence of psychiatric morbidity of this magnitude has disturbing implications both for public health and the treatment provided by the health service. Though it is difficult now to identify the possible causes of this increase, the finding emphasises the importance that must be attached to determining the causes of psychiatric morbidity in order to inform public health interventions.
We would like to thank Dr Alex Tamopolsky for help in providing information on the West London Survey. 
